ABSTRACT BACKGROUND: Despite increasing request for the male partners' presence at delivery in developing countries, the view and practice of birth attendants remained poorly understood.This study aimed to evaluate the perception, attitude and practice of birth attendants concerning the requests in Nigeria. METHODS: A prospective, cross-sectional survey involving consenting birth attendants was conducted in six public and six private health facilities in North Central Nigeria. Statistical analysis was done with SPSS-version 20.0; p-value <0.05 was considered statistically significant. RESULTS: Among 564 participants (24.8% male, 75.2% female), 465(82.4%) support the presence of male partners at delivery, 409(72.5%) desire to be with their partner at delivery, 434(77.0%) had previous request for male partner's presence at delivery while 225(51.8%) declined it due to perception that men will disturb. Among the male partners allowed at delivery, 92(44.0%) did not disturb the birth attendant while 5(2.4%) ended in litigation. Among birth attendants who allowed men at delivery in the past, 160(76.6%) will allow men in the future. There was no statistical significance regarding the age, gender, cadre or year of service of birth attendants and attitude to a protocol change to allow men at delivery. Birth attendants who support the presence of men at delivery showed positive attitude (OR33.178, 95%CI6.996-157.358; p<0.001) while those who opined that men would disturb at delivery had a negative attitude (OR0.306, 95%CI0.124-0.755); p0.010) to possible protocol change. CONCLUSION: Despite perceived negative effects of allowing male partners at delivery, many birth attendants are willing to allow them if necessary structural modifications are instituted.
INTRODUCTION
Continuous Intrapartum support has been advocated to be made the norm because it is beneficial in reducing labour analgesia use, operative birth or dissatisfaction about birthing experience (1) . This has encouraged theparticipatory role of male partners during delivery in developed countries. Couples in developing countries are increasingly expressing their desire for the partner's presence in labour and delivery with 84.4% of parturient desiring company during delivery while 80.8% preferred the male partner (2) in Ilorin, Nigeria.
Some birth attendants oppose the presence of the male partners at delivery arguing that the men may find the experience emotionally traumatic, or interfere with the work of the staff (3, 4) . Emergency room nurses have reported that they felt uncomfortable with having family members look over their shoulders to monitor their every move during resuscitation (3, 5) . The male partner's presence has been viewed as possible compensation for inadequate staffing as they are more likely to touch their partners during labour than other support figures (6) . Another report showed that support during delivery provided by a close individual especially the baby's father creates a more positive childbirth experience for the mother with less pain (7) .
Although a major obstacle to the presence of male partner at delivery is the state of most health facilities in developing countries, the attitude of birth attendants has not been adequately explored. This study is thus aimed at determination of the perception, attitude and practice of birth attendants regarding the presence of male partners at delivery in Nigeria.
MATERIALS AND METHODS
The study was a prospective, cross-sectional survey conducted in North Central Nigeria. It involved six public and six private health facilities making a total of twelve facilities. Study population: Participants were birth attendants who conduct deliveries in the study area (Community Health Extension workers [CHEW] , Nurses, Nurse/Midwives and Doctors) currently employed in both public and private facilities during the study period. Inclusion criteria: Birth attendants in the selected birth attendant groups working at the selected study sites who were informed about the study and consented to participate were recruited into the study. Exclusion criteria: Birth attendants who were unwilling to participate and those employed at facilities that were not selected for the study were excluded from the study. Study protocol: All eligible participants were informed about the study, and informed consent was obtained. Thereafter, each participant completed a self-administered questionnaire: the information collected included demographic parameters, place of employment, duration of service, cadre as well as perception, attitude and practice regarding the presence of male partner at labour and delivery. Participants' confidentiality was maintained by using codes instead of names and keeping the data away from non-members of the research team.
Sample size calculation/ sampling technique:
The sample size was calculated using the formula for cross-sectional survey (8) using prevalence of 14.2% male partner attendance at delivery in the study area (2), 95% confidence interval, degree of accuracy of 0.05 and attrition rate of 20% to give a minimum sample size of 221. In addition, the design effect was 2.5. Therefore, the minimum sample size for the study was 508 (i.e. 221 x 2.5).
The sampling technique used for the study was stratified ransom sampling. This involved selection of twelve participating health facilities (six public and six private facilities) from the list of registered facilities at the Ministry of Health. The facilities were divided into public and private; the names of all facilities in each group were written on pieces of paper and six were picked from each pool while individual participants were randomly selected at each facility. In Table 2 , 465(82.4%) supported the presence of male partner at labour/delivery, 434(77.0%) had had request for male partner's presence at delivery in the past, 209(37.1%) granted the request, 92(44.0%) of the men did not disturb the health provider while 5(2.4%) resulted in litigation, but 160(76.6%) of health providers will allow the male partner at delivery in the future. From Table 3 , the attitude of the birth attendant to the presence of male partner at delivery was not statistically significant relative to the age groups (p0.761), gender (p0.257), cadre (p0.590), place of employment (p0.214), years of service (p0.687) and last time the birth attendant conducted the last delivery (p0.568).
The response of birth attendants to a policy change to allow men at delivery was not statistically significant among the age groups (p0.904), gender (0.526), cadre of birth attendant (p0.157), place of employment (p0.523), years of service (p0.513) and time of last delivery conducted by the birth attendant (p0.612) ( Table  4) . Table 5 shows that the significant predictors of positive attitude to allow the male partner at delivery were opinion in support of allowing men at delivery (OR33.178, 95%CI6.996-157.36; p<0.001) and opinion that men will disturb at delivery (OR0.306, 95%CI 0.124-0.755; p0.010) while the opinion that delivery is sacred for women was not significant (OR0.139, 95%CI 0.019-1.001; p0.050). : 47.481p:< 0.001 Variables excluded by the model: age, gender, cadre, duration of qualification, place of employment, last conducted delivery, would like to be with wife or husband at delivery, previous experience with a man at delivery, men may cry during the delivery, do not have any role to play, may collapse and faint on seeing blood, may not like their wives after delivery and may feel ashamed; the woman may not push well
DISCUSSION
In this study, about four-fifth of birth attendants supported the presence of male partners at delivery, three quarters had had such requests in the past, but about half of these granted the request. Refusal of the male partners' presence by birth attendants was commonly due to the perception that men will disturb the health provider and fear of litigation. Birth attendants who had allowed the male partners to be present at delivery in the past described the partners' presence as satisfactory and that will be granted for the future. The attitude of the birth attendant to the presence of male partner at delivery was not statistically significant relative to the attendant's age, gender, cadre, place of employment, years of service or frequency of conducting delivery.
Although not yet viewed as routine, there are reports of increase in the request by women and their partners for the male partners' presence at delivery in developing countries (2,9-11). However, the responses of birth attendants are divided relative to the request; those with a positive attitude are enthusiastic to see it implemented (10). Conversely, there are those who oppose the idea because of the perception that the men are likely to interfere with staff work and decision making or institute malpractice claims (12) . Such workers show a negative attitude towards men's participation (9) with reports of denial of the request (13) . A report from Nigeria showed that the leading cause of male partner absence at delivery was refusal by the birth attendant, and the majority of parturient whose partner were at their delivery described the experience as satisfactory (2) . The concern that men, if allowed at labour and delivery, may disturb the staff is not limited to birth attendants; 27.9% of parturients expressed the same opinion as reported in a previous study (2) .
The attitude of birth attendants may be influenced by cultur, occupation and previous experiences of allowing the partner into the delivery room (4) . From this study, most birth attendants who allowed men at delivery in the past were willing to grant such request in the future. However, the policy at most facilities did not support the request while others were limited in manpower and space necessitating a restriction in the access granted to the male partner (10) . Many health facilities in developing countries have couple unfriendly delivery units with crowded wards and more than one delivery beds in one suite making companionship impossible (9, 13) . At other instances, the men did not make a request to be present because they had heard that other men were previously denied entry (9) .
Apart from individual preferences, responses of birth attendants may depend on their professional group. Midwives have been reported as more strongly supportive than doctors in allowing the male partner because they have been with the clients throughout the antenatal period (5). However, anesthesiologists were not supportive because their work may involve critical care, and their encounter with the couple at delivery is usually the first (5).
Globally, obstetric services contribute a sizable share of medical litigations; there are genuine concerns that allowing the male partner may increase obstetric litigations (12) . In addition, some nursing staff report being uncomfortable and uneasy with the presence of family members who may be watching their activities at neonatal resuscitation and possibly misinterpret the actions resulting in avoidable litigations (14) . The experiences of birth attendants who allowed men at delivery in this study showed that 2.4% resulted in litigations. This emphasizes that this is a litigation-prone setting thereby requiring professionalism and caution.
Most birth attendants in developing countries do not view the male partners as clients nor do they understand that the men undergo emotional and practical preparations for parenting as their wives do. Such that while the women are educated and prepared for parenting, the men are generally unattended to. Furthermore, employers of awaiting-fathers do not oblige them to fulfill their roles with no provision to accompany the women to antenatal clinics or delivery (13) . Most antenatal clinics in developing countries have no provision for the male partner during their activities or consultations (9) . Thus, some couples view contact with midwives as normal and contact with the doctor to imply presence of an abnormality (11) .
Bearing in mind that the central focus of service delivery including health care is client satisfaction, it is impracticable to continue the neglect to the growing request for male partners to be at delivery. Therefore, it will be necessary to undertake reorientation of birth attendants to accept male partners of parturients as their clients as well, conduct couple education and training as well as provide male-friendly antenatal services (13) . Infrastructures in delivery rooms should be reviewed to allow individualized labour and delivery suites which will enable men to accompany their partners during their stay (9) . A shift to couple-friendly maternal health services has been identified as a potential enhancer of the quality of care and understanding of information passed across to women (10) . A good communication between providers and the male partners will make the men feel-like part of a team and be connected to all that is happening (11) to their advantage and that of their wives and children.
In conclusion, birth attendants in this study are favorably disposed to the presence of male partners at delivery in developing countries. In addition, we are reminded of the feared possibility of litigations if men are allowed at delivery. However, reorientation of birth attendants, upgrading of antenatal infrastructure and content as well as appropriate delivery room modifications are necessary to enable health facilities to meet this need.
We recommend that health care providers be reoriented to accept male partners as their clients while antenatal and delivery suite infrastructure and arrangement should be upgraded to allow the male partners' presence and participation. Health facilities and supervising government ministries should improve the skill of birth attendants and consider a change of protocol to allow men at labour and delivery. In addition, employers of awaiting-fathers should allow them time for antenatal visits, labour and delivery.
